A best evidence topic in thoracic surgery was written according to a structured protocol. The question addressed was if thymectomy in non-thymomatous myasthenia gravis was of any benefit? Overall, 137 papers were found using the reported search, of which 16 represented the best evidence to answer the clinical question. The authors, journal, date and country of publication, patient group studied, study type, relevant outcomes and results of these papers are tabulated. The outcome variables were similar in all of the papers, including complete stable remission (CSR), pharmacological remission, age at presentation, gender, duration of symptoms, preoperative classification (Oosterhius, Osserman or myasthenia gravis Foundation of America (MGFA)), thymic pathology, preoperative medications (steroids, immunosuppressants), mortality and morbidity. We conclude that evidence-based reviews have shown that relative rates of thymectomy patients compared with non-thymectomy patients attaining outcome indicate that the former group of patients is more likely to achieve medication-free remission, become asymptomatic and clinically improve (54%, P < 0.01), particularly patients with severe and generalized symptoms (P = 0.007). Patients with generalized myasthenia gravis showed 11% stronger association with favourable outcomes after thymectomy. Some studies show early remission rates (RRs), as early as 6 months post-thymectomy, of 44%. Overall, the reported remission rate for non-thymomatous myasthenia gravis is between 38 and 72% up to 10 years of follow-up. Among these patients, those with thymic hyperplasia show the best complete stable remission rates (42%, P < 0.04) in the majority of studies. Age showed variability across the studies and the cut-off was also different among them. Overall age < 45 years showed a higher probability of achieving complete stable remission during follow-up (81% benefit rate (BR), P < 0.02). Pharmacological improvement is reported between 6 and 42%. However, the certainty of these benefits has not been established due to factors such as the confounding differences between myasthenia gravis patients receiving and not receiving thymectomy, the non-randomized nature of class II studies and the lack of Class I evidence to support its use. There is currently a randomized trial ongoing looking at thymectomy by sternotomy vs controls and the results are eagerly awaited.
INTRODUCTION
A best evidence topic was constructed according to a structured protocol. This is fully described in ICVTS [1] . 
THREE-PART QUESTION

CLINICAL SCENARIO
You see a 28-year old female in the outpatient clinic with a diagnosis of MGFA class III myasthenia gravis (MG), who has been referred to you by a neurologist. He wants to know your opinion on whether thymectomy will help control her symptoms and reduce the need for long-term immunosuppression. You feel that thymectomy could offer her a good outcome. You carry out a review of the literature. 
SEARCH STRATEGY
Medline
SEARCH OUTCOME
One hundred and thirty-seven papers were found using the reported search. From these, 16 papers were identified. That provided the best evidence to answer the question. These are presented in Table 1 .
RESULTS
Mantegazza et al. [2] in their large multicentre follow-up reported a complete stable remission (CSR) of 11% at the 5-year follow-up. They concluded that thymectomy raised the remission rate (RR) in patients operated shortly after diagnosis, generalized mild-tomoderate MG and involuted thymus. 
